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few decades. A recent study shows that tempera-

tures over the last century increased almost three
times faster in the Arctic than elsewhere in the Northern
Hemisphere, reversing a 2000-year cooling trend, and
outpacing current climate model predictions (1). This
rapid warming trend is anticipated to continue into the
next century with temperature increases exceeding those
predicted in the rest of the Northern Hemisphere and will
result in accelerated loss of land and sea ice, and an
increased rate of sea level rise, with global consequences.
These changes are already impacting local communities,
which have observed profound changes in their local
environments, and are leading to significant economic
and cultural upheaval particularly for the indigenous
peoples of the Arctic (2). Because climate change is more
advanced in the Arctic than other regions of the world,
the Arctic can play a vital role in preparing the world for
what is to come.

Resident indigenous populations of the Arctic are
uniquely vulnerable to climate change because of their
close relationship with, and dependence on, the land, sea
and natural resources for their well-being (3). Direct
health threats from climate change include morbidity and
mortality resulting from increasing extreme events
(storms, floods, increased heat and cold) and an increased
incidence of injury and mortality associated with unpre-
dictable ice and storm conditions. Indirect effects include
increased mental and social stress related to changes in
environment and loss of traditional lifestyle; potential
changes in bacterial and viral diseases; and decreased
access to quality water sources (4, 5). Some regions are at
risk for increasing illness due to failing sanitation infra-
structure resulting from changes in permafrost and storm
surges. Some regions will also experience changes in diet
resulting from changes in subsistence species distribution
and accessibility (6). This may result in a shift away from a
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traditional subsistence diet to a more Western diet. While
this shift may be beneficial, providing a more varied and
reliable diet, the increased accessibility to processed foods,
high in saturated fats and sugar, may result in an increase
in the incidence of obesity, diabetes, cardiovascular
disease and cancer (7, 8). Projected warming will affect
the transport, distribution and behaviour of contami-
nants, further threatening the safety of the traditional
food supply and potentially increasing human exposure
(9). Higher temperatures at lower latitudes will increase
volatisation of contaminants resulting in increased deliv-
ery of contaminants to the Arctic. As precipitation
increases over land, river flow will increase resulting in
greater delivery of contaminants to the coasts and oceans.
These health impacts are taking place in the context of
ongoing cultural and socioeconomic changes occurring in
Arctic communities. Climate change represents another
of many sources of stress on these northern societies and
cultures as it affects the relationship between the people
and the land and environment, which will further stress
communities and individual psychosocial health. The
potential impact on human health will differ from place
to place depending on regional, and even local, differ-
ences in climate change as well as variations in health
status and adaptive capacity of different populations (3).
Arctic populations have a long history of both endemic
and epidemic infectious diseases (10). Despite advances
in antimicrobial therapy, and availability of vaccines, high
rates of invasive diseases caused by Streptococcus pneu-
moniae, Haemophilus influenzae and Mycobacterium
tuberculosis persist. Sharp seasonal epidemics of viral
respiratory infections also commonly occur. The over-use
of antimicrobial drugs in some regions has led to the
emergence of multi-resistant S. pneumoniae, Helicobacter
pylori and methicillin-resistant Staphylococcus aureus.
The impact of climate on the incidence of these existing
infectious disease challenges is unknown. However, it is
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known that inadequate housing and sanitation are already
important determinants of infectious disease transmission
in many Arctic regions. Damage to the sanitation infra-
structure by melting permafrost or flooding may therefore
result in increased rates of hospitalisation among children
for respiratory infections, as well as an increased rate of
skin infections, and diarrhoeal diseases caused by bacter-
ial, viral and parasitic pathogens (11).

Some infectious diseases are unique to the Arctic and
lifestyles of the indigenous populations, and may increase
in a warming Arctic. For example, many Arctic residents
depend on subsistence hunting, fishing and gathering for
food, and a predictable climate for food storage. Food
storage methods often include above ground air-drying of
fish and meat at ambient temperature, below ground cold
storage on or near the permafrost, and fermentation.
Changes in climate may prevent the drying of fish or
meat, resulting in spoilage. Similarly, loss of the perma-
frost may result in spoilage of food stored below ground.
Outbreaks of food-borne botulism occur sporadically in
communities in the Arctic and are caused by ingestion of
improperly prepared fermented traditional foods (12-14).
Because germination of Clostridium botulinum spores and
toxin production occurs at temperatures above 4°C, it is
possible that warmer ambient temperatures in these
regions associated with climate change may result in an
increase the rates of food-borne botulism. Outbreaks of
Vibrio parahemolyticus gastroenteritis are commonly
associated with sea water temperatures above 15°C. An
outbreak of gastroenteritis caused by V. parahemolyticus
was documented among cruise ship passengers consum-
ing raw oysters in Prince William Sound, Alaska (15) and
provides direct evidence of an association between rising
sea water temperature and onset of illness. In order to
prevent further oyster farm outbreaks, a water tempera-
ture monitoring and shell-fish testing programme has
been recommended. No additional outbreaks have been
reported.

Warmer temperatures may allow an infected host
animal species to survive winters in larger numbers,
increase in population and expand their range of habita-
tion and thus increase the opportunity to pass infections
to humans. For example, the climate-related northern
expansion of the boreal forest in Alaska and northern
Canada has favoured the steady northward advance of the
beaver, extending the range of Giardia lamblia, a parasitic
infection of the beaver that can infect other mammals,
including humans who use untreated surface water (2).
Similarly, warmer temperatures in the Arctic and sub-
Arctic regions could support the expansion of the
geographical range and populations of foxes and voles,
common carriers of Echinococcus multilocularis and the
cause of alveolar echinococcus in humans (16, 17).

Climate change may influence the density and distribu-
tion of animal hosts and mosquito vectors which could
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result in an increase in human illness or a shift in the
geographical range of disease caused by these agents. West
Nile virus entered the USA in 1999, and in subsequent
years infected human, horse, mosquito and bird popula-
tions across the USA, and as far north as northern
Manitoba (18). In the Russian Federation infected birds
and humans have been detected as far north as the region
of Novosibirsk (19). In Sweden the incidence of tick-borne
encephalitis (TBE) has substantially increased since the
mid-1980s. This increase corresponds to a trend of milder
winters and an earlier onset of spring resulting in an
increase in the tick population (Ixodes ricinus) that carries
the virus responsible for TBE and other potential patho-
gens. Similarly in Northeastern Canada, climate change is
projected to result in a northward shift in the range of
Ixodes scapularis, a tick that carries Borrelia burgdorferi
the etiologic agent of Lyme disease (20). Major increases
in the prevalence of hantavirus and tick-borne infections
in human populations in northern Europe and central
Asia during the last decade have been associated with
rodent population irruptions linked to a series of excep-
tionally warm winters (21, 22). In the unexpected outbreak
of Puumula virus (a Hanta virus) in northern Sweden in
2007, the incidence was found to be 313/100,000 inhabi-
tants in Visterbotten County. The increase in the rodent
population, milder weather and less snow cover were
probably contributing factors (21). Similar outbreaks have
been noted in the Russian Federation (19). Whether or not
disease in humans is a result of these climate-induced
alterations of vector range depends on many other factors,
such as land-use practices, human behaviour, human
population density and adequacy of the public health
response.

The public health response to these emerging microbial
threats should be focused regionally include enhancing
the public health capacity to monitor diseases with
potentially large public health impacts, including respira-
tory diseases in children, skin infections and diarrhoeal
diseases, particularly in communities being undermined
by melting permafrost that is damaging water and sewage
systems. Monitoring certain vector-borne diseases, such
as West Nile virus, Lyme disease, TBE and Puumula virus
should be priorities in areas at the margins of focal
regions known to support both animal and insect vectors
and where climate change may promote the geographic
expansion of vectors.

Because Arctic populations are relatively small and
widely dispersed, region-specific detection of significant
trends in emerging climate-related infectious diseases may
be delayed. This difficulty may be overcome by linking
regional monitoring systems for the purposes of sharing
standardised information on climate-sensitive infectious
diseases of mutual concern over larger areas. Efforts
should be made to harmonise notifiable disease registries,
laboratory methods and clinical surveillance definitions



across administrative jurisdictions to allow comparable
disease reporting and analysis. An example of such a
network is the International Circumpolar Surveillance
system for emerging infectious diseases. This network
links hospital and public health laboratories together for
the purposes of monitoring invasive bacterial diseases
and tuberculosis in Arctic populations (10).

Public health capacity should be enhanced to promptly
respond to infectious disease food and water-borne
outbreaks (botulism or gastroenteritis caused by
G. lamblia, Cryptosporidium or V. parahemolyticus).
Public health research is needed to determine the baseline
prevalence of potential climate-sensitive infectious dis-
eases (e.g. West Nile virus, Puumula virus, Borrelia spp.,
Brucella spp., Echinococcus spp., Toxoplasma spp., and
intestinal protozoa) in both human and animal hosts in
regions where emergence may be expected. Such studies
can be used to accumulate additional evidence of the
effect of climate change or weather on infectious disease
emergence, to guide early detection and public health
intervention strategies, and to provide science-based
support for public health actions on climate change.

Conflict of interest and funding

The authors have not received any funding or benefits
from industry to conduct this study.

References

1. Kaufman DS, Schneider DP, McKay NP, Ammann CM,
Bradley RS, Briffa KR, et al. Recent warming reverses long-
term arctic cooling. Science 2009; 325: 1236-9.

2. ACIA. Arctic Council 2005. Arctic climate impact assessment
scientific report. Cambridge: Cambridge University Press; 2005,
pp- 863-960.

3. Hess J, Malilay J, Parkinson AJ. Climate change: the importance
of place and places of special risk. Am J Prev Med 2008; 35:
468-78.

4. Parkinson AJ. Climate change and infectious diseases: the arctic
environment. IOM Institute of Medicine. Global climate change
and extreme weather events: understanding the contributions to
infectious disease emergence. Washington, DC: The National
Academies Press; 2008.

5. Parkinson AJ, Berner J. Climate change and impacts on human
health in the Arctic: an international workshop on emerging
threats and the responses of arctic communities to climate
change. Int J Circumpolar Health 2009; 68: 88-95.

6. Vors SL, Boyce MS. Global decline in caribou and reindeer.
Global Change Biology 2009. doi: 10.1111/).1365-2486.2009.
01974 x.

7. Orr P, Lorencz B, Brown R, Kielly R, Holton D, Clugstone H,
et al. An outbreak of diarrhea due to verotoxin-producing

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Climate change and threats of emerging infectious diseases

Esherichia coli in the Canadian Northwest Territories. Scand J
Infec Dis 1994; 26: 675-84.

. Bjerregaard P, Young KT, Dewalilly E, Ebbesson SOE. Indigen-

ous health in the Arctic: an overview of the circumpolar Inuit
population. Scand J Pub Health 2004; 32: 390-5.

. Kraemer LD, Berner JE, Furgal CM. The potential impact of

climate on human exposure to contaminants in the Arctic. Int J
Circumpolar Health 2005; 64: 498-508.

Parkinson AJ, Bruce M, Zultz T. International circumpolar
surveillance, and Arctic network for surveillance of infectious
diseases. Emerg Infect Dis 2008; 14: 18-24.

Hennessey TW, Ritter T, Holman RC, Bruden DL, Yorita KL,
Bulkow L, et al. The relationship between in-home water service
and the risk of respiratory tract, skin, and gastrointestinal tract
infections among rural Alaska Natives. Amer J Public Health
2008; 98: 2072-8.

Sobel J, Tucker N, Sulka A, McMaughlin J, Maslanka S.
Foodborne botulism in the United States, 1990-2000. Emerg
Infect Dis 2004; 10: 1606-11.

Proulx JF, Milor-Roy V, Austin J. Four outbreaks of Botulism in
Ungava Bay Nunavik, Quebec. Can Commun Dis Rep 1997; 23:
30-2.

Serensen HC, Albege K, Misfeldt JC. Botulism in Ammassalik.
Ugeskrift for Laeger 1993; 115: 108-9.

McLaughlin JB, Depoala A, Bopp CA, Martinek KA, Napolilli
N, Allison C, et al. Emergence of Vibro parahaemolyticus
gastroenteritis associated with consumption of Alaskan oysters
and its global implications. New England J Med 2005; 353:
1463-70.

Rausch R. Cystic echinococcosis in the Arctic and sub-Arctic.
Parasitology 2003; 127: S73-85.

Castrodale LJ, Beller M, Wilson JF, Schantz PM, McManus DP,
Zhang LH, et al. Two atypical cases of cystic echinococcosis
(Echinococcus granulosis) in Alaska 1999. Am J Trop Med Hyg
2002; 66: 325-7.

Parkinson AJ, Butler JC. Potential impact on climate change on
infectious disease emergence in the Arctic. Int J Circumpolar
Health 2005; 64: 478-86.

Revich BA. Climate change alters human health in Russia. Stud
Russ Econ Dev 2008; 19: 311-7.

Ogden NH, Maarouf A, Barker IK, Bigras-Poulin M, Lindsay
LR, Morshed MG, et al. Climate change and the potential for
range expansion of the Lyme disase vector Ixodes scapularis in
Canada. Int J Parasitol 2005; 36: 63-70.

Pettersson L, Boman J, Juto P, Evander M, Ahlm C. Outbreak
of Puumala virus infection, Sweden. Emerg Infect Dis 2008; 14:
808-10.

Gray JS, Dautel H, Estrada-Pefia A, Kahl O, Lindgren E.
Effects of climate change on ticks and tick-borne diseases in
Europe. Interdiscip Perspect Infect Dis 2009; 593232, Epub 2009
Jan 4. Available from: http://www.hindawi.com/journals/ipid/
2009/593232.html [cited 19 April 2009].

*Birgitta Evengard

Department of Clinical Microbiology

Division of Infectious Diseases

Umea University, SE-901 85 Umed, Sweden
Email: birgitta.evengard@climi.umu.se

(page number not for citation purpose)


http://www.hindawi.com/journals/ipid/2009/593232.html
http://www.hindawi.com/journals/ipid/2009/593232.html

